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Introducing Health Impact Assessment:
an analysis of political and administrative
intersectoral working methods
L.N. Mannheimer1, G. Gulis2, J. Lehto3, P. O¨stlin4
Background: Intersectoral Action for Health (IAH) and its Health Impact Assessment (HIA) tool are built
on collaboration between actors and sectors, requiring multidimensional and horizontal way of
working. The study aims to analyse the enablers and barriers when such a new way of working and tool
have been initiated to replace a traditional, vertical operation at the local level in Slovakia—a country in
transition—in 2004. Methods: Up to date, there are few studies that have analysed intersectoral
initiatives in relation to politics. In this study the conceptual framework of Kingdon has been used by
which the actual problems, the governmental actions (or non-actions) (politics) and the understanding,
implementation and evaluation of the initiative (policy) could be analysed. All actors involved, civil
servants, politicians, representatives of the local public health institute and researchers, were
interviewed and made to answer a questionnaire. Results: The results showed that there were a
number of factors behind the initiation of HIA, which either delayed or accelerated the process. The
problems identified were e.g. the prevailing traditional health care focus and the deteriorating health
status of the population. There was a lack of multi-intersectoral knowledge, co-operation and function
between sectors and actors. Enablers on the other hand were the membership of international
organizations which called for new solutions, and the strong political commitment and belief that
intersectorality would have a positive effect on health. Conclusion: The actors on the local level would
have the capacity to work intersectorally to bring about policy change if HIA was to be more supported/
institutionalized.
Keywords: intersectoral action for health, Health Impact Assessment, health policy, policy and
implementation analysis
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Introduction
In recent decades, there has been a growing recognition of
broader health promotion policies, strategies and their
implementation, representing a shift from vertical to hor-
izontal policy approach. The latter is often referred to as
Health in all Policies ‘HiAP’, which is ‘a strategy with a solid
background in science which aims at influencing health
determinants so as to improve, maintain and protect
health’,1 or Intersectoral Action for Health (IAH), which is
defined as ‘action in which the health sector and other relevant
sectors of the economy collaborate or interact to pursue health
goals’.2 IAH is built on collaboration between actors and
sectors, and consequently employs a multidimensional,
horizontal way of working where there is no blueprint for
how to formulate and implement policies. As a result, IAH
may be difficult to achieve, when applying it to real life.3
This study aimed to analyse what happens when a new,
horizontal intersectoral policy is initiated to replace a
traditional, vertical operation at the local level in a country
in transition. It examines how the ways of working needed to
be changed and maps out learning experiences of involved
actors (politicians, civil servants and others) about IAH in
general, and about the Health Impact Assessment (HIA) tool
in particular, which was introduced in the city of Trnava, the
Slovak Republic in 2004. The main research questions were as
follows:
(a) What were the main barriers and enablers in the political
and administrative working process of introducing HIA
from the perspective of civil servants, politicians and other
actors, respectively?
(b) Why was there a window of opportunity for HIA at this
particular point in time at the local level? What was
perceived as the general problem that needed a solution
and what barriers were identified to delay a full
implementation of IAH?
Intersectoral action for health/Health
Impact Assessment
Currently, there are numerous national and international
policies in place, which all aim to promote IAH and to ensure
that health-related social issues are not overlooked.4–6 At
national and local levels attempts are being made to redirect
policies by developing health targets based on the determinants
of health rather than on specific health outcomes.7 These
attempts, in turn, create a need for tools, such as HIA, and
strategies necessary for implementing such policies. HIA has
been developed as an example of a broad and promising tool
to realize intersectoral health policy in action. However, broad
concepts may have different meaning in different contexts. In
this study, HIA was defined as a tool for operationalizing IAH
when it comes to judge and predict health impacts of policy
proposals.
Since HIA is a relatively new tool, it is still being debated
concerning for example (a) its effectiveness8–10 (b) learning
experiences11–13 (c) its utilization on its own or together with
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another form of impact assessment14–16 and (d) its under-
standing or philosophical use.17–19 However, there are few
examples of health policy studies analysed in relation to
politics20–22 and its administrative functions. Oliver23 explains
that the value of political analysis illustrates the actual
problem, what the government decides to do (or not to do)
(politics) and the understanding, implementation and evalua-
tion of its actions (policy). This study was inspired by a
mixture of three papers in particular:
(a) a large, pilot project about agricultural and food policies
introducing HIA at the national level in Slovenia,24
(b) an evaluation of the implementation of HIA at the local
level in Stockholm by interviewing key people25 and
(c) an exploration of a political–administrative (three differ-
ent ways of decision-making) approach to HIA.26
These papers demonstrate the multidimensional nature of
HIA, such as the importance of the policy (decision-making)
process and how HIA runs in administrative and political
functions.
Intersectorality in Slovakia
Slovakia became an independent state in 1993. Through a
complex transition process it transformed from an author-
itarian–egalitarian to a liberal–democratic society. Before 1993,
decision-making was not driven by values such as democracy,
participation or financial, political or managerial influences
from other interest groups or the public.27 Politicians
abolished the ideas of disease prevention and health promotion
as health was traditionally defined only as relevant to the
curative health care system. The traditional socialist regime
was based on a ‘sectoral principle’ and there were consequently
few opportunities for intersectoral action. However, HIA was
not a completely new approach for the Slovakians.28 Regional
and national hygienists had to assess every investment project
or program before approval. However, these assessments were
based on environmental and biomedical methods rather than
social and economical models. In 1999 and 2000, HIA was
explicitly mentioned in two major national policies: the
National Health Promotion Programme and the State Health
Policy29,30 which focused on health determinants rather than
methodologies based on the traditional health care model.
Materials and methods
Conceptual framework
There are several theoretical frameworks available for an
analysis of health policy processes. Walt31 describes the policy
analysis as formulation, initiation and implementation of a
process, i.e. analysing the political, financial, managerial and
technical resources. Hall32 introduces three criteria: feasibility,
legitimacy and support to be effective means to analyse policy
processes. Tarlov33 illustrates the policy process as two
processes in one, an administrative technical function and
the other more political orientated. This study is based on the
conceptual framework of Kingdon34 who has developed a
theoretical framework of policy change operating via three
streams: problem, policy and politics. Since this study aimed to
analyse the data from the perspectives of politicians (politics),
civil servants/directors/others (policy), and also to better
understand why (problem) intersectoral health policy was on
the political agenda (or not) in Slovakia, the Kingdon
framework was considered to match the study well.
Rushefsky and Patel35 present a good example of Kingdon’s
framework analysing the health care reform in the
United States in the 90s.
The problem stream explains how and why a condition
becomes a problem for the politicians. The policy stream takes
into account the means of how to solve the problem
(knowledge and capacity of different actors and sectors) and
the politics stream addresses elements such as the actions of
the governments, ideological views, national mood and
functions of re-election. All streams operate independently
from one another, but they have to arise simultaneously for a
policy change to occur, a ‘policy window’.34
Introduction of the intersectoral HIA
The introduction of the HIA tool was carried out from March
to September 2004. The city of Trnava was a member of the
WHO Healthy City Network and the city was selected when
the WHO carried out an EU-funded project in 2003–05 to
initiate a pilot HIA at the local level (see acknowledgements).36
Two training events were held in spring 2004 for public
officials (politicians, civil servants, directors of the depart-
ments) and others (researchers, the local public institute of
health) (a total of 70 people). The training was performed by
an HIA specialist on determinants of health and HIA
methodology. A steering group was created consisting of five
people from three local governmental departments, the WHO
healthy cities co-ordinator and the local public health institute.
The steering group worked intersectorally and carried out a
health impact appraisal of a policy proposal suggesting to build
a new playground in an urban part of the city.36
Interviews and questionnaire
All involved in the HIA pilot, a representative of the local
public health institute, researchers, civil servants and directors
from three different departments (social, health and culture;
environment and youth) and politicians (elected in the city
council from the Christen Democrats Party), were interviewed
in their respective group after the HIA pilot had been carried
out (approximately 6 months after the HIA training).
The interviews were qualitative and semi-structured.37 All
the interviews lasted for 1–2 h and two researchers from the
Trnava University helped to interpret from English to
Slovakian and vice versa. The interviews were recorded
and written up in English. Since the interviews were carried
out group-wise, each interviewee also answered a question-
naire, to see the individual responses. The form consisted
of 67 questions assessing the participants’ opinions about
and understanding and application of HIA. The transcribed
interviews and the answers from the questionnaire
were analysed systematically.38 First, they were selected
into categories deriving from the questions about barriers
and enablers of performing HIA: communication and
co-operation; ability/capacity to carry out HIA; understanding
of HIA; support and commitment; funding and formulation of
policy (table 1). These categories were later sorted in following
Kingdon’s framework: the streams of problem, policy and
politics.
Results
Table 1 presents a summary of the answers of the interviews
and the questionnaires and these are explained below in
relation to the three streams: problem, policy and politics.
Problem identification
Many factors were identified as problems. The main funda-
mental problem identified was that the health status of the
population was somewhat poor compared with other
European countries. Another problem identified was the
prevailing view that the health care sector alone was
responsible for the health of the population and there was a
lack of inter- and multi-sectorality. HIA was regarded as a tool
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to tackle both problems. The politicians were strongly in
favour of HIA. They saw HIA as a much-needed tool to protect
human health and to try to predict the health impacts of
policies in a more systematic way than had been done in the
past. The politicians were also aware of the work of the EU
Commission and the WHO on HIA development and they felt
that the city could learn from taking part in this WHO project.
Policy
The communication within and between sectors seemed to
work well, but there was little formal co-operation between the
sectors. Even though there was some informal action,
civil servants felt that the intersectoral work could be improved
if they had more access to the discussion about planning with
politicians and between sectors. The public officials expressed
that it was not enough with informal working principles when
creating and setting up the HIA process, it would require
institutionalizing (formed by law). They compared the tool to
the Environmental Impact Assessment (EIA) that was
institutionalized already and worked out well. This was a
general opinion of the public officials coming from three
departments, not just the environmental department. Both
civil servants and directors expressed their need for more
support and direction from politicians and time and training.
There seemed to be a difference between commitment
and support.39 The politicians were very committed to the
HIA process but their commitment was not reflected by
Table 1 Summary of results from interviews with public officials (civil servants/directors of departments), politicians and other
actors (public health institute/researchers at the local university)
Category Public officials Politicians Others
Communication and
co-operation within sectors
Both the civil servants and the
directors claim to have open
and continuously conversation
and co-operations.
Open and continuously
Communication and
co-operation between sectors
The three sectors present say
they have good
communication. Not so much
formal co-operation exists,
needs to be institutionalised.
Some informal co-operation.
Good communication and
co-operation. However,
difficulties in different levels
(local vs. national).
Communication and
co-operation between public
officials and politicians
Most communication goes via the
directors, who claim this is
good, but could be improved.
The civil servants would like to
take more part in this
communication.
Communication and
co-operation with other actors
Could be improved. Strongly supports other actors to
be involved.
The institute of public health
think they have little insight
into the local governance’s
activities.
Ability/capacity of carry out HIA Both groups think they are able
to carry out HIA, but it requires
time, training, understanding
and support from politicians.
The civil servants express that
the traditional way of working
is still in function, and it takes
time to modernise the
administration.
Not totally independent to
conduct EIA, and maybe the
same will be applied to HIA.
More co-operation is needed to
make this work. It also requires
time, training, understanding
and support from politicians.
The traditional way of working
is still in function, and it takes
time to modernise the
administration.
Understanding of HIA (training
and knowledge)
The civil servants found the
training very useful, but more
and continuously would be
needed. The directors satisfied.
Both groups show a greater
understanding of the concept
after the training. The
advantages are not so clear as
the disadvantages.
The politicians show great
knowledge and understanding
of HIA as a concept as well as
the advantages of it.
The other actors show great
knowledge and understanding
of HIA as a concept as well as
the advantages of it.
Support and commitment to
carry out HIA
more support from the directors
and politicians, as in time and
for training to carry out HIA.
The directors would like more
support from politicians. Both
groups would clearly choose an
institutionalising of HIA to get
it work better.
The politicians says the put very
strong commitment to an HIA
process.
The other actors would like to
have more insight of planning
of/and activities and
co-operation, also to be able to
give support and commitment.
Funding No funding has been put aside
for HIA processes.
Formulation and initiation of
policy
formulation and initiation should
be adapted to Slovakian needs
and it is not possible to take
someone else’s (WHO) formula
to make this work.
The politicians respect and
commit to the WHO
formulation.
Formulation and initiation should
also involve other actors, and it
should be adopted to
Slovakian needs.
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changes in the budget or in how issues were prioritized. The
public officials were quite pessimistic about the continuation
of the process when this WHO project would come to an end.
The civil servants pointed out that good information and
data about health care and health status existed, but again,
there was no satisfactory system of dissemination from one
department to another and employees did not know what data
was available. Some civil servants commented that even if they
had the information, they would not immediately know what
to do with it.
Traditionally there was not much co-operation between the
local administration and other local actors. The local institute
of public health did not have much insight of governmental
processes and vice versa. There seemed to be a very few non-
governmental actors at the local level in the health field and
few attempts were made for improving the situation.
None of the civil servants or directors of departments had
any knowledge of or training in HIA before the trial. However,
many of them were familiar with the definition of health,
health determinants and their overall correlation with sustain-
ability. Many of the participants had worked with the EIA tool,
which was a great help also for understanding the HIA. The
civil servants mentioned however that it was still difficult
to know how to start the HIA process and how to apply
HIA to the ‘real world’. According to civil servants it was
difficult to change ‘mentality’ to transform attitudes ‘over
night’ towards intersectoral way of working and western values.
Politics
The politicians were much in favour of HIA and they were very
committed compared to the other groups who saw HIA as ‘one
of many tools needed to protect human health’. As the civil
servants were the ones carrying out the HIA, they seemed,
compared to the politicians, to take a more cautious approach
to HIA, recognizing the potential problems of having a new
policy in place.
Politically, intersectoral working structures seemed to work
well. However, politicians identified problems that were
different from those identified by the public officials. Links
to the EIA tool were also clearly seen by the politicians—they
reported how complicated it was to perform an EIA at local
level, in spite of the fact that the municipalities are
autonomous local administrations with their own budget,
personnel and financial independence. The national adminis-
tration has maintained control over some areas for example
building constructions. To perform an EIA, the municipality
would have to request from the Ministry of Environment
(national level). A particular example was mentioned to
illustrate these difficulties. An international company had set
up a car plant storage in the municipality. An EIA was carried
out at the national level that did not show on any particular
environmental or health effects. However, health was defined
as health care and no health impacts could therefore be
found.40 The local administration would have liked to carry
out an EIA of the storage that would also include an analysis of
potential health effects (based on several health determinants,
not just health care services). The EIA on the storage was
rejected and the politicians feared that a HIA process could
meet the same fate if it was applied to sensitive policies.
There were also other actions, which the politicians were
highly committed to and supported. A ‘health day’ in the city
was being planned aiming to present general information
about health issues, but also to explain plans and strategies for
achieving better health. HIA was to be presented at this day as
means to realize better health structures and consequently
better health status of the population.
Discussion and conclusions
What factors were in play when the HIA was initiated at the
local level in Slovakia? We have identified four issues that were
all relevant at the time:
1. The lack of intersectorality, the deteriorating health status of
the population and the belief of capacity for a policy change
called for the policy-makers to take action (window of
opportunity in the problem identification stream).
As a country in transition, the health status was
deteriorating and the health care sector was seen as the
only player in the effort to bring about improvements in
health. Politicians at local level understood the problem of
deteriorating health status and the narrow focus on the
role of the health care sector. They called for new solutions
in order to achieve health improvements in the
population.
2. The transition period meant that traditional patterns of
policy-making had lost their legitimacy (window of oppor-
tunity in the policy reform stream).
The population had been through enormous structural
and political changes in the recent decade when the new
political system allowed a dramatic transition from an
authoritarian–egalitarian to a liberal–democratic society.
This required a radical change in working methods for the
political parties and in administrative functions. HIA
process runs horizontally and the participants in this
project had problems with intersectoral working methods.
There were few formal intersectoral functions in place
for (public) health, and it needs to be strongly improved
and supported accordingly. There was never any discus-
sion about public participation. A number of factors
explain why this did not take place. First, the study was
a pilot project and there was lack of both time and
resources. The focus of the work was not to involve
the public, at least not in this initial stage. Few other actors
took part in the study, partly because there are very
few interest groups at local level, especially when it comes
to health issues.
3. The Slovak Republic was looking for new policy patterns and
since HIA was established as a ‘western policy pattern’
in the WHO and EU, Slovak policy-makers were favourable
to HIA (window of opportunity in the policy reform stream).
Improvements were one of the requirements for member-
ship of the European Union, thus making international,
predominantly Western European initiatives in the field of
health policy, was highly interesting for Slovakia. The
treaties and policies of the international organizations
regarding health issues strongly promoted a shift in focus
from health care to broader, intersectoral health policy
based on the determinants of health and evidence-based
health policy initiatives. However, the public officials
thought that without the involvement of WHO, the HIA
would perhaps not be supported enough and consequently
not work out.
4. The local government and the university had developed
particular links with WHO. Introducing HIA was part of this
cooperation with WHO and the EU (window of opportunity
in the politics stream).
HIA had been recognized by the local researchers at the
university. HIA was presented to the politicians in order to
raise awareness, and possibly to gain a political commit-
ment to initiate a HIA process. Moreover, the municipality
had signed up to membership of the ‘WHO Healthy
Cities’ in order to take the agenda on intersectoral
health promotion forward and to gain new insights
and experience from the international community.
The WHO invited the city to take active part in the pilot
project where HIA was to be initiated and implemented.
These factors played a crucial role in opening a policy
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window for introducing HIA and drawing the attention of
politicians to the HIA tool. It is debatable, however,
whether HIA could become a permanent aspect of policy
making, even though the problem of low health status
persists. This is because:
1. The civil servants feel that not enough resources and training
are available for a continuous and routine implementation of
HIA (might close the window of opportunity in the policy
stream).
The civil servants experienced that there was a strong
political commitment for HIA but not much support in
time and training which correspond to other studies made
on initiating HIA.11 The same actors advocated that HIA
should be institutionalized, i.e. to include the health aspects
in the EIA. This refers to the already established discussion
on how to best institutionalize HIA.41 There seems to be no
general answer other than that it can be institutionalized
when there is enough political commitment and support, in
other words resources for capacity building and reorganiz-
ing management functions.
2. As the example of the EIA at the car plant storage indicates,
HIA of economically significant policies and projects may be
inhibited by powerful political forces (might close the window
of opportunity in the politics stream).
The politicians demonstrated that they had moved
towards a more horizontal way of working. They clearly
promoted broader health promotion action than those
within the traditional health care services. However, the
politicians also encountered difficulties in initiating
impact assessment processes. They struggled with the
independence of the municipality vis a` vis the state
authorities. If the politicians wanted to carry out an EIA
within the municipality, this had to be approved by the
national Ministry of Environment. The example of the car
plant showed that even though an EIA was carried out, it
was considered to not include or analyse all potential
environmental and health impacts. The local administra-
tion requested therefore to carry out an EIA (including
health effects) on the storage, which was turned down: it
seemed that its construction was seen as all-important,
irrespective of any possible consequences for the environ-
ment or for health.
In summary, this study has highlighted barriers and enablers
when IAH, and in specific HIA, is implemented at the local
level in a country in transition. It is, nevertheless, difficult to
sustain an intersectoral approach such as HIA since it requires
continuously support in training, funding and time when there
are no intersectoral functions or collaborations between actors.
Even though politicians were committed to HIA, it seemed
that civil servants needed more support to adjust to ‘western
standards’. Even if this study does not appear to have resulted
in a long-term continuation, it might have brought about
gradual implementation by raising the awareness and knowl-
edge of HIA, leaving the policy window for HIA half-open at
present.
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Key points
 A number of factors explain the barriers and enablers
of initiating the intersectoral action for health and
the health impact assessment in particuar: problems
such as the lack of multi- and inter-sectorality; the
health status of the population was deteriorating; the
strong focus on traditional health care, and enablers
such as membership of international organizations
called for new solutions and a strong belief and
commitment in a capacity to actually learn and work
intersectorally.
 It is debatable whether HIA will become a permanent
aspect of policy making, even though the actors
involved seemed very committed to it. Not only is
there a lack of resources and training to learn HIA
functions, but there is also a lack of intersectoral
working structures between sectors and actors.
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